
under 

130 CMR: DIVISION OFMEDICAL ASSISTANCE 

415.414: Utilization Review 

(A) All inpatient servicesmust be provided in accordancewith 130CMR 450204or 130CMR 
415.415. and are subject, among other things, toutilization review under 130 CMR 450.207 
through 130 CMR 450.209 and to requirements governing overpayments under 130 CMR 
450.235@) and 450.237. 

@) (1) The Division (or its agent) will review inpatient SERVICESprovided to members to 
determine themedical necessity, pursuant to130 CMR 450.204,or administrativeNECESSITY 
andappropriaTEness,puRSuantto 130CMR415.415.ofsuchsErvices. Any Such rEview may 
be conducted prior to, CONCURRENTLYor retrospectively following the MEMBER’S inpatient 
admission. Reviewers considerthemedical-record documentation of clinical information 
available to theadmitting providerat the time the decision toadmit was made. Reviewers 
do not deny admissions based on whathappened to the member after the admission. 
However, if anADMISSIONwas not medically necessary at the rime of the decision toadmit, 
but the medical record indicates that an inpatientadmissionlater became medically 
necessary,the admission will beapproved as long asall other Division requirementsaremet. 
(2) IF.pursuant to any review. the D i v i s i o n  concludes thatthe inpatient admissionwas not 
medically or administratively necessary, the Division will deny payment for the inpatient 
admission. 
(3) If the Division issues a denialnotice for an acute inpatienthospital admission pursuant 
to 130 CMR 415.414 and 450.204 as well as either 130 CMR 450.209 or 450.237. the 
hospital mayrebidthe claimasan outpatient service,as long as the Divisionhasdetermined 
the service wouldhave been appropriately provided in an outpatientsetting. In order for the 
hospital to receive payment 130CMR 415.414@)(3),the outpatient claimand a copy 
of the denial notice must be receivedby the Division within 90days from the date of the 
denial notice and must complywith all applicable Division requirements. 

(C) To support the medicalNECESSITYof an inpatient admission, the provider must adequately 
document in the member's medical recordthat a provider with applicableexpertise expressly 
determined thatthe member REQUIRED services involving a &rcater intensity ofcarethancould be 
provided safely and effectively in an outpatient setting. Such a deteRmination may take into 
account the amountof timethemember is expected torequire inpatient services.but must not 
bebased solelyon thisfactor. The decision to admitis a medical determination that is bared on 
factors, including butnot limited to the: 

(1) member'smedical history, 

(2) member's current medical NEEDS 

(3) severity ofthe signs and symptoms exhibitedby the member. 

(4) medical predictabilityof an adverse clinical event occurring with the member. 

(5 )  results of outpatiatdiagnostic studies; 

(6) types of facilities available to inpatients and outpatients; and 

(7) Division's Acute Inpatient Hospital Admission Guidelines in
Appendix Fof theAcute 
Inpatient Hospital Manual and invariousappendicesof other appropriate provider manuals. 
The Division has developed such guidelines tohelpprovidersdetexmine the medical 
necessity of an acute inpatient hospital admission.Theseguidelines indicatewhen there is 
generally no medicalneed for such an admission. 

(D) If, as the resultofany review, the Division determinesthatany hospital inpaTientadmission. 
stay, or service providedto a memberWas not COVEREDunder themember's coveragetype (see 
130CMR450.105)orwas delivexed without obtainingAREQUIEDauthorization including, where 
applicable,authorizationfromthe member'sprimarycart provider. the Divisionwillnot pay for 
that inpatient admission, stay,or service. 

415.415: Reimbursable AdministrativeDAYS 

(A) Administrative days as DEFINEDin 130CMR 415.402 are reimbursable if the following 
conditions are met: 

(1) the recipient requires an admission to a hospitalor a continued stay in a hospital for 
reasons other than the need for services that can only be provided in an acute inpatient 
hospital as defined in 130 CMR 415.402 (see 130 CMR415.41S(B)for examples);and 
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Acute Inpatient Hospital Admission Guidelines 

A. Introduction 

This appendix is intended to help providers make appropriate decisions about the medical necessityof 
acute inpatient hospital admissions. These guidelines have been approved by physicians from several 
medical specialties who have active practices in Massachusetts. Providers making decisions.on whetfier 
to admit a member as an inpatient should use their medicaljudgment and these guidelines. Service; that 
meet medical-necessity criteriaat 130 CMR 450.204 and the rules governing reimbursementof inpatient, 
outpatient, and observation services in 130 CMR 410.414 (see section D of this appendix) and415.414 
are reimbursable by the Division. 

B. Definitions for Inpatient, Observation, and OutpatientServices 

The reimbursability of services defined belowis not determined by these definitions, but by application 
of the Division’s regulationsin 130 CMR 410.000,4 15.000, and 450.000. 

Inpatient Services -medical services provided to a member admittedto an acute inpatient hospital. 

in  an acute inpatient hospital,Observation Services-outpatient hospital services provided anywhere to 
evaluate a member’s condition and determine the need for admission to an acute inpatient hospital. 
OBSERVATION services are provided under the orderof a physician, consistof the use of a bed and 
INTERMITTENTmonitoring by professional licensed clinicalstaff, and may be provided for more than 24 
!tours. 

-Oatpatient Hospital Services -medical services providedto a memberin a hospital outpatient
department. Such services include, but are not limited to, emergency services, primary-care services, 
observation SERVICESancillary services, day-surgery services, and recovery-room services. 

Outpatient Services -medical services provided to a memberin an outpatient setting includingbut not 
limited to HOSPITALoutpatient departments, hospital-licensed health centers, physicians’OFFICES nurse 
practitioners’ OFFICES freestanding ambulatory surgery centers,day treatment centers, or the member’s 
home. 

C. Admission Guidelines 

Thefdlowing guidelines describe admissions that generallyare not medically necessary. This is not an 
all-inclusive list. The Division or its agent may also determine that other admissions not characterized in 
this LIST are medically unnecessary and nonreimbursable on an inpatient basis. 

1 .  	 The admission occurs following observation services, andthe admitting provider has not 
documented at least oneof the following in the medical record at the time the decisionto admit is 
made: 

Failure to respond to outpatient treatment and a clear deterioration of the patient’s clinical status; 
a significant probability that the treatment plan will continue to need frequent clinical 
modifications and what specific modifications are necessary; 
instability of the patient that is a deviation from either normal clinical parameters or the patient’s 
baseline; or 

.I a requirement for more intensive services than were already being delivered while the patient 
was on observation status, and a physician’s order for each specific new service. 
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2. 	 The admission occurs when the member's condition had improvedsignificantly in response to 
outpatient treatment with a progression towardeither normal clinical parametersor themember's 
baseline. 

3. 	 The admission is for further monitoring or observing for potentialcomplications when the member 
undergoes a procedure that is appropriately performed inan outpatient setting accordingto the 
current standards of care, the procedure is performed withoutcomplications, and the member's . 
clinical status is approaching either normal clinical parametersor his or her baseline. 

4. 	 The admission is primarily for providing or monitoringthe services and treatment ofa member with 
multiple or complex medical needs whose needs were adequately being metin a setting other than 
acute inpatient hospital priorto that admission. 

5. 	 The admission of a member whose baseline clinicalstatus is outside of the normal clinical 
parameters and whose condition hasbeen managed successfullyon anoutpatient basis, when the 
admission is based primarilyon themember's abnormalstatus, unless that status has significantly 
deteriorated. 

6.  	T h e  admission is primarily to observe for the possible progressionof labor when examination and 
monitoring does not indicate definite progression of active labor leading to delivery. 

7. 	 The admission is primarily for education, teaching, minor medicationchanges and/or monitoring, or 
adjustment of therapies associated witha medically stable condition(s). 

8. 	 The admission is primarily because the member requires sedation or anesthesia in order to conduct 
diagnostic tests that are appropriately performed in an outpatientsetting according to the current 
standards of care, when there are no serious complications requiring inpatient services. 

9. 	 The admission ofa member whose baseline condition requiresthe use of complex medical 
technology, whenthe admission is primarily due tothe need for such technology or other 
maintenance services related to the pre-existing medical condition(s),unless the member's condition 
is significantly deteriorating. 

10. The admission is primarily for a continuation of treatmentor monitoring that hasalready been 
delivered effectively in the home, hospital outpatientdepartmenTor other institutional setting. 

1 1. The admission of a member who is a patient or resident in another institutionalsetting, and is 
admitted PRIMARILYfor diagnostic or treatment services that could have been provided in the 
member's current institutional setting or by using outpatient services. 

12. The admission of a member who hassimple,uncomplicated, outpatient surgery and is being 
admitted primarily becauseof the time of day or the need for postoperative observation. 
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13. The admission is primarily due to the: 
0 	 amount of time a member has spent as an outpatient in a hospital or other outpatient setting, 

time of day a member recovers from outpatient surgery; 
need for education of the member, parent,or primary caretaker; 

0 need for diagnostic testing or obtaining consultations; 
need to obtain medical devices or equipment or arrange home care or other noninstitutional 

services; 

age of the member, 

convenience of the physician, hospital, member, family,or other medical provider; 


hospital in which 

-

the the0 type of unit within member is placed; or ..
0 need for respite care. 

D. Observation Services 

[excerptedfRom the Division 's ourpatient hospital regulations at 130 CUR 410.4141 

Reimbursable Services. The Division covers medically necessaryobservation services provided by acute 
inpatient hospitals. Reimbursable observation servicesmay exceed 24 hours, and do not need to be 
provided in a distinct observation unit. To qualify for reimbursement of observation services,the 
medical record mustspecifically document when those services began and ended,the purpose of 
observation, and the name of the physician who orderedit. Acute inpatient hospitals willbe reimbursed 
for these observation services on an outpatient basis in accordance with the signed provider agreement 
with the Division. 

Nonreimbursable Services. 
(1) 	 Nonreimbursableobservation services include butare not limited to: 

(a) services that are not reasonable or necessary for the diagnosis or treatment of the member; 
and 
(b) routine preparation and recovery services associatedwith diagnostic testing or outpatient 
surgery. 

(2) The following services are not reimbursableas a separate service: 
(a) postoperative monitoring duringa standard recovery periodthat should be characterized as 
recovery-room services; and 
(b) observation services provided concurrentlywith therapeutic services such as chemotherapy. 
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Transferring Rules-Between Two Hospitals 


For MassHeaIth Members Enrolled WithThe Division's BH Contractor 


FromTransferrin To Receiving Med Surg 
Hospital 

BH 
Network" 
Hospital 

Network 
Hospital wlo 
an Agreement 

Hospital 

MeD/Surg Transferring Hosp.: 
Transfer Per Diem 
Receiving Hosp.: 

SPAD 

Psychiatric Transferring Hosp.: 
BH Contract Rate 
Receiving Hosp.: 

SPAD 

Substance Abuse Transferring Hosp.: 
BH Contract Rate 
Receiving Hosp.: 

SPAD 

Med/Surg Transferring Hosp.: 
Transfer Per Diem 
Receiving Hosp.: 

SPAD 

Psychiatric Transferring Hosp.': 
Not Reimbursable 
Receiving Hosp.: 

SPAD 

Substance Abuse Transferring Hosp.': 
Not Reimbursable 
Receiving Hosp.: 

SPAD 

BH Network" 
Hospital 

Psych SuWAbuse 

Transferring Hosp.: Transferring Hosp.: 
Transfer Per Diem Transfer Per Diem 
Receiving Hosp.: Receiving Hosp.: 
BH Contract Rate BH Contract Rate 

Transferring Hosp.: Transferring Hosp.: 
BH Contract Rate BH Contract Rate 
Receiving Hosp.: Receiving Hosp.: 
BH Contract Rate BH Contract Rate 

Transferring Hosp.: Transferring Hosp.: 
BH Contract Rate BH Contract Rate 
Receiving Hosp.: Receiving Hosp.: 
BH Contract Rate BH Contract Rate 

Transferring Hosp.: Transferring Hosp.: 
Transfer Per Diem Transfer Per Diem 
Receiving Hosp.: Receiving Hosp.: 
BH Contract Rate BH Contract Rate 

Transferring Hosp.': Transferring Hosp.': 
Not Reimbursable Not Reimbursable 
Receiving Hosp.: Receiving Hosp.: 
BH Contract Rate BH Contract Rate 

Transferring Hosp.': Transferring Hosp.': 
Not Reimbursable Not Reimbursable 
Receiving Hosp.: Receiving Hosp.: 
BH Contract Rate BH Contract Rate 

Med Surg 

Transferring Hosp.: 
Transfer Per Diem 
Receiving Hosp.: 

SPAD 

Transferring Hosp.: 
BH Contract Rate 
Receiving Hosp.: 

SPAD 

Transferring Hosp.: 
BH Contract Rate 
Receiving Hosp.: 

SPAD 

Transferring Hosp.: 
Transfer Per Diem 
Receiving Hosp.: 

SPAD 

Transferring Hosp.': 
Not Reimbursable 
Receiving Hosp.: 

SPAD 

Transferring Hosp.': 
Not Reimbursable 
Receiving Hosp.: 

SPAD 

Non-BH Network 
Hospital 

Psych Sub/Abuse 

Transferring Hosp.: Transferring Hosp.: 
BH Contract Rate BH Contract Rate 
Receiving Hosp.: Receiving Hosp.: 

Not Reimbursable. Not Reimbursable' 

Transferring Hosp.: Transferring Hosp.: 
BH Contract Rate BH Contract Rate 
Receiving Hosp.:' Receiving Hosp.:' 
Not Reimbursable Not Reimbursable 

Transferring Hosp.: Transferring Hosp.: 
BH Contract Rate BH Contract Rate 
Receiving Hosp.:' Receiving Hxp.:' 
Not Reimbursable Not Reimbursable 

Transferring Hosp.: Transferring Hosp.: 
Transfer Per Diem Transfer Per Diem 
Receiving Hosp.': Receiving Hosp.:' 
Not Reimbursable Not Reimbursable 

Transferring Hosp.': Transferring Hosp.': 
Not Reimbursable Not Reimbursable 
Receiving Hosp.': Receiving Hosp.': 
Not Reimbursable Not Reimbursable 

Transferring Hosp.': Transferring Hosp.': 
Not Reimbursable Not Reimbursable 
Receiving Hosp.': Receiving Hosp.': 
Not Reimbursable Not Reimbursable 

*The Division does not pay Hospitals for psychiatric or substance abuse services to a Member enrolled with the BH Contractor. A non-network Hospital without an agreement will be reimbursed by the Division's BH Contractor 
solely for emergency psychiatric and substance abuse services, provided that the Hospital complies with of the BH Contractor.all authorization and billing requirements 

b 


"Applies to non-BH Network Hospitals with agreements with the Division's BH Contractor for the relevant services. 
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and and  

Units': 

Diem Per  

the 
with the 

Transferring Rules-Within a Hospital 
Members Enrolled with Non-Managed Care 

Division's BH Contractor Member 

From: 
Transferring 

To: 
Receiving 

Med Surg Psych Sub/Abuse Med Surg Psych Sub/Abuse 

Unit Unit 

Med/Surg Transferring 
and 

Transferring Unit: Transferring Unit: Transferring
Transfer Per Diem Transfer Per Diem and 

Transferring Unit: Transferring
and Transfer Per Diem 

Receiving Units: Receiving Unit: Receiving Unit: Receiving Units: Receiving Unit: Receiving Units: 
1 SPAD only BH Contract Rate BH Contract Rate 1 SPAD only 1 SPAD only Psych Per Diem 

Psychiatric Transferring Unit: 
BH Contract Rate 

Transferring:
and 

Transferring Transferring Unit: 
and 

Transferring Transferring Unit: 
and Psych Per Diem Psych Per Diem 

Receiving Unit:Receiving Unit: Receiving Units: Receiving Units: Receiving Units: Receiving Unit: 
Transfer Per Diem BH Contract Rate BH Contract Rate Transfer Per Diem Psych Per Diem Transfer Per Diem 

Substance Abuse Transferring Unit: 
BH Contract Rate 

Transferring
and 

Transferring Transferring Transferring Unit: Transferring
and Transfer Per Diem 

Receiving Unit: Receiving Units: Receiving Units: Receiving Units: Receiving Unit: Receiving Units: 
Transfer Per Diem BH Contract Rate BH Contract Rate 1 SPAD only Psych Per Diem 1 SPAD ONLY 

Med/Surg Transferring 
and 

Transferring Unit: Transferring Unit: Transferring Transferring UNIT Transferring 
Transfer Per Diem Transfer Per Diem and Transfer Per Diem and 

Receiving Units: 
Psych Per Diem 

Receiving Units: Receiving Unit: Receivlng Unit: Receiving Units: Receiving Unit: 
1 SPAD only 1 SPAD only Not Reimbursable' Not Reimbursable' 1 SPAD only 

Not Reimbursable and Psych Per Diem 
Receiving Unit: Receiving Units': Receiving Unit: Receiving Units': Receiving Unit: Receiving Units: 

Transfer Per Diem Not Reimbursable Not Reimbursable 1 SPAD only Psych Per Diem Transfer Per Diem 

Substance Abuse Transferring Unit': 
Not Reimbursable 

Transferring. Transferring' Transferring:
and 

Transferring Unit: Transferring 
and and and Trans Per Diem 

Receiving Units: 

Psychiatric Transferring Unit': Transferring' Transferring' Transferring Unit: Transferring Transferring Unit: 
Psychand and 

Receiving Unit: Receiving Unit: Receiving Units: Receiving Units': Receiving 
Transfer Per Diem Not Reimbursable Not Reimbursable 1 SPAD only Psych Per Diem 1 SPAD only 

*The Division does not pay Hospitals for psychiatric or substance abuse services to a Member enrolled withBH Contractor. A non-network Hospital without an agreement will be reimbursed by Ihe Division'sBH Contractor 
solely for emergency psychiatric and substance abuse services, provided that the Hospital complies all authorization and billing requirements of BH Contractor. 

"Applies to non-BH Network Hospitals with agreements with the Division'sBH Contractorforthe relevant services. 
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Diem Per  

Transferring Rules-Between Two Hospitals 

For Non-Managed Care Members Only 

To: 
Receiving Hospital 

From: 
Transferring Med/Surg 
Hospital 

Psychiatric 

Substance Abuse 

M e d  Surg 

Transferring Hosp: 
Transfer Per Diem 
Receiving Hosp.: 
SPAD 

Transferring Hosp.: 
Psych Per Diem 
Receiving Hosp.: 
SPAD 

Transferring Hosp.: 
Transfer Per Diem 
Receiving Hosp.: 
SPAD 

Psych SUB/ABUSE 

Transferring Hosp.: Transferring Hosp.: 
Transfer PerDiem Transfer Per Diem 
Receiving Hosp.: Receiving Hosp.: 
Psych Per Diem SPA0 . 
Transferring Hosp.: Transferring Hosp.: 
Psych Per Diem Psych Per Diem 
ReceivingHosp.: Receiving Hosp.: 
Psych Per Diem SPAD 

Transferring Hosp.: Transferring Hosp.: 
Transfer Per Diem Transfer 

Receiving Hosp.: Receiving Hosp.: 
Psych Per Diem SPAD 
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114.1 CMR: DIVISION OF HEALTH CARE FINANCEAND POLICY 

(c) Pediatric Outlier Payment. In accordance with 42 U.S.C. 1396a(s),an annual pediatric 
outlier adjustment is made to acute care hospitals providing medically necessary inpatient 
hospital services involving exceptionally highcosts or exceptionally long lengths of stay for 
CHILDRENgreater than one year of age and less thansix years of age. Only hospitals that meet 
the Basic Federally-Mandated Disproportionate Share eligibility per 1 14.1 CMR 36.07(3) are 
eligible for the pediatric outlier payment.The Pediatric Outlier Payment is calculated using 
the data and methodology as follows: 

1. Data Source. The prior YEAR’Sclaims data residing on the Division of Medical 
Assistance Massachusetts Medicaid Information System is used to determine 
exceptionally high costs andexceptionally long lengthsof stay. 
2. EliGibilityis determined by the Division as follows: 

a. Exceptionallylone lengths of stay: First, calculate a statewide weighted 
average Medicaid inpatient length of stay. This is determined by dividing the 
sum of Medicaid days for all acute care hospitals in the state by the sum of 
total discharges for allacute care hospitals in the state. Second, calculate the 
statewide weighted standard deviation for Medicaid inpatient length of stay. 
Third, multiply thestatewide weighted standard deviation for Medicaid 
inpatient length of stay by two and addthat amount to the statewide weighted 
average Medicaid inpatient length of stay. The sum of these two numbersis the 
threshold Medicaidexceptionally long lengthof stay. 
b. ExceptionallY hiah cost. Exceptionally high cost is calculated for hospitals 

providing servicesto children greater than one year ofage and less thansix 
years of age by the Division as follows: 

1. First, calculate the average cost per Medicaid inpatient discharge 
for each hospital. 
2. Second, calculate the standard deviation for the cost per Medicaid 
inpatient discharge for each hospital. 
3. Third, multiply the hospital's standard deviation for the cost per 
Medicaid inpatient discharge by two and addto the hospital's average 
cost perMedicaid inpatient discharge. The sum ofthese two numbers 
is each hospital's threshold Medicaid exceptionally high cost. 

c. EliaibilitY for a Pediatric Outlier PaYment. For hospitals providing services 
to children greater thanone year of age and under six years of age, the Division 
calculates the following: 

1. the average Medicaid inpatient length ofstay involving children 
greater thanone year of ageand less than sixyears of age. If this 
hospital-specific average Medicaid inpatient length of stay equals or 
exceeds the threshold defined in 114.1 CMR 36.05(3)(c)2.a., then the 
hospital is eligible for a Pediatric Outlier Payment. 
2. the cost per inpatient Medicaid case involving children greater than 
one year of age and less than six years of age. I f  this hospital-specific 
Medicaid inpatient cost equals or exceeds the threshold defined in 
114.1 CMR 36.05(3)(c)2.b., then the hospital is eligible for a Pediatric 
Outlier Payment. 

1 14.1 CMR 36.00 15 



114.1 CMR: DIVISION OF HEALTH CARE FINANCE AND POLICY 

3. 	 PAYMENTto HosPitals. Hospitals qualifying for an outlier 
adjustment in the payment amountpursuant to 1 14.1 CMR 36.05, 
receive 1/2%of the total FUNDSallocated for payment to acute 
hospitals under 1 14.1 CMR 36.07(3)(e). The total FUNDSallocated for 
payment to acute hospitals under 1 14.1 CMR 36.07(3)(e) are reduced 
by the payment amountunder 1 14.1 CMR 36.05(3)(c). 

(d) Infant Outlier Payment In accordance with 42 U.S.C. 1396a(s), an annual infant outlier 
payment adjustment is made to hospitals providing medically necessary inpatient hospital 
services involving exceptionally high costs or exceptionally long lengths of stay for infants . 
under one year of age.The Infant Outlier Payment iscalculated using the data and 
methodologyas follows: 

1. Data Source. The prior year's claims data residing on the Division of Medical 
Assistance Massachusetts Medicaid Information System is used to determine 
exceptionally highcosts and exceptionally long lengths of stay. 
2. Eligibility is determined by the Division as follows: 

.. 	 a. Exceptionally Long Lengths of Stay: The statewide weighted average 
Medicaid inpatient length of stay is determined by dividing the sum of 
Medicaid days for all acute care hospitals in the stateby the sum of total 
discharges for all acute care hospitals in the state. The statewide weighted 
standard deviation for Medicaid inpatient length of stay is also calculated. 
The statewide weighted standard deviation for the Medicaid inpatient length 
of stayis multiplied by two, and added to the statewide weighted average 
Medicaid inpatient length of stay. The sumof these two numbers is the 
threshold figure for MedIcaidexceptionally long length of stay. 
b. 	 Exceptionally High Cost is calculated for hospitals providing services to 
infants under oneyear of age by the Division as follows: 

1. First, the average cost per Medicaid inpatient case for each hospital 
is calculated; 
2. Second, the standard deviation for the cost per Medicaid inpatient 
case for each hospital is calculated; 
3. Third, multiply the hospital's standard deviation for the cost per 
Medicaid inpatient discharge by two, and add that amount to the 
hospital's average cost per Medicaid inpatient discharge. The sum of 
these two numbers is each hospital's threshold Medicaid exceptionally 
HIGHcost. 

c. 	 For each hospital providing services to infants under oneyear of age, the 
Division determines first, the average Medicaid inpatient length of stay 
involving individuals under one yearof age. If this hospital-specific average 
Medicaid inpatient length of stay equals or exceeds the threshold defined in 
1 14.1 CMR 36.05(3)(d)2.a., then thehospital is eligible for an infant outlier 
payment. 
Second, the cost per inpatient Medicaidcase involving infants under one year 
of age is calculated. If a hospital has aMedicaid inpatient case with a cost 
which equals or exceeds the hospital's own threshold defined in 1 14.1 CMR 
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1 14.1 CMR: DIVISION OF HEALTH CARE FINANCE AND POLICY 

36.05(3)(d)2.b. above, then the hospital is eligible for an infant outlier 
payment. 
d. 	 Payment to HosPitals. Annually, each hospital that qualifies for an outlier 
adjustment receives an equal portionof $50,000. For example, if two 
hospitals qualify for an outlier adjustment, each receives $25,000. 

(4) Rates of payments for transfer Patients. The text and matrices contained in 1 14.1 CMR 36.05(4) 
set forth the payment rates applicable to transferred patients. 

(a) Transfers between hosPitals. 

1 .  	 In general, the hospital that is receiving the patient will be paid on a per 
discharge basis, in accordance with the methodology specified in 1 14.1 
CMR 36.05(2), if the patient is actually discharged from that hospital. If 
the patient is transferred to another hospital, then the transferring hospital 
is paid at the hospital specific transferper diem rate up to the hospital 
specific SPAD. Additionally, "back transferring" hospitals are eligible for 
outlier payments specified in 1 14.1 CMR 36.05(3). 

2. 	 To derive a Hospital's RY01 standard payment per day for Transfer 
Patients, the Hospital's statewide average payment amountper 
discharge is divided by the FY98 averageall-payer length of stay of 
4.5035 days, to which is added the Hospital-specific capital, direct 
medical education andpass-through per diem payments whichare 
derived by dividing the per discharge amount for each of these 
components by the Hospital's MassHealth average length of stay from 
casemix data. 
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I 14.1 CMR: DIVISION OF HEALTH CARE FINANCE AND POLICY 

77413 101.32 
77414 101.32 
774I6 101.32 
7741 7 24.79 
77420 89.79 
77425 136.57 
77430 200.2 1 
77470 58I .46 
77600 21 1.92 
77605 285.09 
77610 21 I .92 
7761 5 283.63 
77620 2 14.32 
9921 1 10.9I 
992 I 2 23.04 
992 13 35.36 
992 14 53.23 
99215 67.89 
99241 35.57 
99243 104.00 
99244 144.86 
99245 195.45 

(1 7) Outpatient Reimbursement for Non-urofit acute care teachING hosPitals affiliated with a 
CommonwealthOwned UniversitY Medical School. 

(a) Effective April 1, 1998 and subject to 1 14.1 CMR 36.06( 16)(b), the payment amount for 
outpatient, emergency department, and hospital licensed health center services at non-profit 
acute care teachinghospitals affiliated with a Commonwealth owned university medical 
school will be calculated as follows. The data used for this payment will be FROM the most 
recent submission of thehospital’s or predecessor hospitals’ DHCFP-403 reports. 

The hospital’s total outpatient charges are multiplied by the hospital’s overall 
outpatient cost to charge ratio (the hospital’s outpatient cost to charge ratio is 
calculated using the DHCFP-403 total outpatient costs located on schedule 11, column 
10, line 114 as the numerator and totaloutpatient charges located on schedule II, 
column 1 1, line 1 14 as thedenominator) in order to compute the total outpatient 
costs. The total outpatient costs are then multiplied by the Medicaidoutpatient 
utilization factor (this factor is calculated by dividing the total Medicaid outpatient 
charges by the total hospital outpatient charges) in order to calculate Medicaid 
outpatient costs. Medicaid outpatient costs arethen multiplied by the inflation rates 
for those years between the year of the cost report and the current rate year. 

(b) Any payment amount related to additional allowable costs in excess of amounts which 
would otherwise be due anynon-profit acute care hospital affiliated with a Commonwealth 
owned university medical school pursuant to 1 14.1 CMR 36.06 is subject to compliance with 
specific legislative appropriation requiring an intergovernmental funds transfer and availability 
of federal financialparticipation. 

3 36.07: DISPROPORTIONATEShare Payment ADJUSTMENTS 
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1 14.1 CMR: DIVISION OF HEALTH CARE FINANCE AND POLICY 

( 1 ) Overview: 
(a) APPLICABILITY The Medicaid program assists hospitals that carry a disproportionate 
financial burden of caringfor the uninsuredand publicly insuredpersons of the 
Commonwealth. In accordance with Title XlX rules and requirements, Medicaid makes an 
additional payment adjustment above the rates established under 114.1 CMR 36.05 and 114.1 
CMR 36.06 to hospitals which qualify for such an adjustment under any one or more of the 
following classifications. Medicaid payment adjustments for disproportionate share hospitals 
are a source ofFUNDINGfor allowable uncompensatedcare costs. 
(b) Eligibility. Only hospitals that have an executed contract with the Division of Medical 
Assistance are eligible for disproportionate share payments. Medicaid participating hospitals 
may qualify foradjustments and may receive them at anytime throughout the year. 
Eligibility requirements for each type of disproportionate share adjustment and the 
methodology for calculating those adjustments are described in 114.1 CMR 36.07. When 
hospitals apply toparticipate in the Medicaid program, their eligibility and the amount of 
their adjustment is determined. As new hospitals apply to become Medicaidproviders, they 
may qualify foradjustments if they meet thecriteria under oneor more ofthe following 
disproportionate share hospital (DSH) classifications (1 14.1CMR 36.07). If a hospital’s 
Medicaid contract is terminated, any adjustment is prorated for the portion of the year during 
which it had a contract, the remaining FUNDSit would have received are apportioned to 
remaining eligible hospitals. This means that some disproportionate share adjustments may 
require recalculation. Hospitals are informed if an adjustment amount changes due to 
reapportionment among the qualified group and told how overpaymentsor underpayments 
by the Division of MedicalAssistance are handled at that time. To QUALIFYfor a DSH 
payment adjustment under anyclassification within 114.1 CMR 36.07, a hospital must meet 
the obstetricalstaffing requirements described in Title XIX at 42 U.S.C. 6 1396r4(d) or 
qualify for the exemption described at 42 U.S.C. 9 1396r-4(d)(2). In addition, to qualify for a 
disproportionate share paymentadjustment.under 114.1 CMR 36.07 a hospital must havea 
Medicaid inpatient utilization rate, calculated by dividing Medicaid patient days by total 
days, of not less than 1YO.Effective October 1, 1995 the total amount of DSH payment 
adjustments awarded to a particular hospital under 114.1 CMR 36.07 cannot exceed the costs 
incurred during the year by the hospital for finishing hospital services to individuals who are 
either eligible for medical assistance or have no health insurance or other source of third party 
coverage less payments received by the hospital for medical assistance and from uninsured 
patients, and as provided at 42 U.S.C. 6 1396r4(g). 

(2) High Public Paver Hospital DisProportionate Share ADJUSTMENT 
(a) Eligibility. Hospitals determined eligible for disproportionate share status pursuant to 
114.1 CMR 36.04 are eligible for the adjustment in 114.1 CMR 36.07(2)(b). 
(b) Calculation of ADJUSTMENT 

1. The Division of Medical Assistance allocates $1 1.7 million for this payment 
’ adjustment. 

2. The Division then calculatesfor each eligible hospital the ratio of its allowable free 
care charges, as defined in M.G.L. c. 1 18G, to totalcharges. The Division will obtain 
Free care charge data From the hospitalsUC-Form filings, on a fiscal year basis 
consistent with the data cited 
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